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Abstract 
Marginalised individuals are often caught in a vicious cycle of economic or health problems, 
a lack of social connection, and disempowerment. The present research examines 
interventions that provide opportunities for social inclusion to break this cycle. Specifically, 
in two longitudinal field studies we examined the effect of social inclusion on self-efficacy 
and hope in two vulnerable groups, namely 68 residents in a drug and alcohol rehabilitation 
centre (Study 1), and among 48 marginalised adults taking part in activities organized by a 
community organisation (Study 2). Though somewhat counterintuitive, we hypothesized that 
social inclusion would affect self-efficacy by fostering feelings of personal autonomy. The 
hypothesis was supported by results from both studies revealing an indirect effect from social 
inclusion via personal autonomy on self-efficacy and hope. The findings are discussed in 
relation to how group inclusion may stimulate the development of personal autonomy in 
disadvantaged adults, an important factor in their recovery and mental health. 
 
 
Keywords: group-based interventions, personal autonomy, social inclusion, self-
efficacy, hope, vulnerable groups in society. 
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Personal Autonomy in Group-Based Interventions 
People who experience chronic mental health problems, addiction, and other forms of 
social disadvantage (such as poverty and unemployment) are likely to have fewer social 
contacts and supports. Moreover, on average they receive less income than others in the 
general population, creating a vicious cycle of disadvantage (SANE_Australia, 2010; 
Shibusawa & Padgett, 2009). To empower these individuals to break this cycle, it has been 
argued that it is important to increase their sense of self-efficacy (Andresen, Oades, & Caputi, 
2011; see AbuSabha & Achterberg, 1997; O’Leary, 1985 for reviews). The present paper 
proposes that self-efficacy can be boosted by inclusion in social groups. Importantly, and 
somewhat paradoxically, we expect group inclusion to foster self-efficacy through satisfying 
group members’ need for personal autonomy.  
Social and health benefits of group inclusion 
An increasing body of research suggests that maintaining positive relationships and 
belonging to (multiple) groups positively affects people’s health and wellbeing (Jetten, 
Haslam, & Haslam, 2012). For instance, people who have better perceived or actual social 
support are less prone to depression (Cruwys, Haslam, Dingle, Haslam, & Jetten, 2014a; 
Kilpatrick et al., 2007), posttraumatic stress disorder (Kilpatrick et al., 2007), and addiction 
(Dingle, Cruwys, & Frings, 2015). Social connectedness and support have been found to 
alleviate depressive symptoms both directly (Aneshensel & Stone, 1982; Cruwys et al., 
2014a; 2014b) and indirectly, by protecting individuals against the adverse psychological 
impact of stressful life events (e.g., Kilpatrick et al., 2007).  
Despite these benefits, not all vulnerable people receive adequate social support. 
Indeed, mental health problems (such as depression or addiction) often have a negative 
influence on people’s social networks: People encountering these problems may either 
disengage from social contacts, or engage in contacts that can encourage harmful behavior 
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(such as substance abuse, Dingle, Stark, Cruwys, & Best, 2015). Group interventions are 
often aimed at tackling this problem by providing an opportunity for people with mental 
health problems to develop positive social connections with others who are in similar 
situations.    
Research shows that group interventions in both clinical and non-clinical settings 
often effectively improve wellbeing (Haslam et al., 2010; McDermut, Miller, & Brown, 
2001).  Interestingly, for people who are at risk of being socially isolated, such as people in 
elderly care, it appears that participating in group activities fosters positive outcomes for 
health and wellbeing independently of the content of that activity (Gleibs, Haslam, Haslam, 
& Jones, 2011a; 2011b).  Indeed, research shows that being part of both therapy groups and 
other community groups such as choirs, sporting and cultural groups has beneficial effects for 
people with mental health problems (lower relapse rates, health and emotion regulation 
benefits; Cruwys, et al., 2014a; 2014b; Dingle, Brander, Ballantyne, & Baker, 2013). The 
present research examines the process that fosters these positive outcomes.  
The Importance of Personal Autonomy 
To obtain long-term health benefits, it is of crucial importance that changes in 
behaviour result from autonomous behavioural decisions (Dwyer, Hornsey, Smith, Oei, 
Dingle, 2011; Rodin & Langer, 1977). When smokers, for instance, experienced high levels 
of personal autonomy, they perceived themselves more competent to change their behaviour 
and were better able to continue abstinence over a course of 5 years (Williams, Gagné, Ryan, 
& Deci, 2002). Autonomous or self-determined behaviour is defined as behaviour that is 
regulated through choice as an expression of oneself, and is generally distinguished from 
behaviour that is pressured by intrapsychic and environmental forces (Deci & Ryan, 1987). 
Self-determination theorists have suggested that when people have a sense of control over 
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their behaviour, and regulate their behaviour internally rather than externally, behavioural 
change is more sustained (SDT; Deci & Ryan, 1985).  
Research shows that members of disadvantaged groups often feel disempowered, 
locating the responsibility for their position in the hands of others rather than their own (e.g., 
Clark & Nothwehr, 1999; Ruggiero & Taylor, 1995). Consequently, people who are homeless 
or suffer from alcohol or drug addictions may believe that they have little efficacy to change 
their situation. Increasing a sense of personal autonomy could be an important way to 
promote such individuals’ self-efficacy, relating it to a range of positive consequences for 
individual functioning and wellbeing (AbuSabha & Achterberg, 1997; O’Leary, 1985; 
Strickland, 1978). Being defined as the belief that one is capable of producing behaviours that 
lead to specific desired effects (Bandura, 1977, p. 193), self-efficacy can empower 
individuals to break the vicious cycle. Bandura argued that the key to experiencing efficacy is 
a shift in the locus of behaviour from a stimulus to the individual. His theory focuses on the 
importance of behavioural reinforcement, either socially or through accomplishments. The 
effectiveness of these reinforcements on self-efficacy beliefs is contingent upon the internal 
ascription of the cause of the behaviour. In other words, the belief that one has the efficacy to 
attain certain goals in life should begin by experiencing one’s own behaviour as resulting 
from autonomous and self-determined decisions.  
Personal Autonomy and Social Inclusion 
In this paper, we hypothesize that people can develop a sense of personal autonomy 
by engaging in activities that foster their inclusion in social groups. This idea may be 
somewhat counterintuitive. Indeed, traditionally, belonging to social groups has been 
suggested to threaten people’s need for distinctiveness, individuality, or personal autonomy 
(Brewer, 1991; Codol, 1975). Corroborating this, Hornsey and colleagues (2009) suggested 
that cohesion in therapy groups may not always foster positive outcomes, because it can be 
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associated with a pressure to conform, at the cost of personal expression and autonomous 
behaviour (cf. Janis, 1982). Indeed, the literature on behaviour in social groups shows that 
people often conform to group norms (e.g. Asch, 1951; Deutsch & Gerard, 1955; Cialdini & 
Trost, 1998; Sherif, 1936).  For instance, newcomers that enter an intervention group with 
positive norms regarding health behaviour will be likely to behave in line with these norms. 
Although such conformity may increase the effectiveness of group interventions, some 
scholars suggest that it should simultaneously undermine people’s personal autonomy. 
According to Codol (1975), for instance: 
…because of [this] very conformity that is being displayed or experienced, these 
reference groups might be in many cases experienced or perceived as a source of 
anxiety by everybody. It is true that they present a standardizing and/or coercive 
character, which makes them seem capable of violating what each one thinks of as 
his/her personal identity […] and of simultaneously diminishing the autonomy each 
one believes (s)he enjoys. (1975, p.484) 
However, there are reasons to believe that this is not necessarily the case. Indeed, studies on 
group processes convincingly show that collective and personal interest need not be 
negatively related. It appears that inclusion in social groups does not necessarily entail a loss 
of individuality (Hornsey & Jetten, 2014; Postmes & Jetten, 2006). Indeed, some groups may 
even promote individuality (Jetten & Postmes, 2006; Koudenburg, Postmes, Gordijn, & Van 
Mourik Broekman, 2015). So how then can social inclusion foster personal autonomy?  
How can Inclusion and Personal Autonomy go hand-in-hand?  
Research in the social identity tradition shows that people derive a sense of identity 
from their memberships in social groups (Tajfel & Turner, 1979; Turner, 1982; e.g., I am a 
woman, a drug addict, a survivor). According to this view, our group memberships, or social 
identities, inform and shape the self as they provide meaning to who we are, what we stand 
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for, and what we do (Jetten, Haslam, Pugliese, Tonks, & Haslam, 2010). If social groups are 
the building blocks that shape the content of one’s identity, it is likely that group inclusion 
strengthens important self-aspects including one’s sense of personal autonomy. For example, 
feeling included in a drug and alcohol recovery community could enhance one’s view of 
oneself as someone who overcomes his or her addiction. When one decides to stop drinking, 
this behaviour is likely to be viewed as self-determined: “I am a survivor, I fight the influence 
alcohol has over my life.” On the contrary, people who are weakly identified with the drug 
and alcohol community may interpret the same behaviour quite differently: as passive 
compliance to the rules of the community. They would thus experience low levels of personal 
autonomy in their behavioural choices. 
 In addition to a sense of personal autonomy that is determined and affected by one’s 
social identities (e.g., Tajfel & Turner, 1979), dynamics within the group can play a role in 
developing a sense of personal autonomy. Indeed, recent research in small and interactive 
groups has shown that working collaboratively on a task may not only improve group 
solidarity, but also one’s experience of being personally valuable (Koudenburg et al; 2015). 
Thus, rather than restricting members’ personal autonomy, such groups flourish by the 
individualized contributions of each of their members (see also Jans, Postmes, & Van der 
Zee, 2011; Koudenburg, Postmes, Gordijn, in press; Postmes, Spears, Lee, & Novak, 2005).  
Group interventions often take place in interactive settings that include different 
forms of cooperation, e.g., sharing personal insights or experiences, providing feedback and 
support.  Aside from encouraging feelings of we-ness, such cooperative activities also 
provide a platform for group members to develop themselves as individuals. Within a 
therapeutic community, people get to know each other and the community provides a secure 
context in which members can interactively construct coherent social and personal identities. 
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Thus, the typical form of group interventions allows for evolution of both social and personal 
identities, which can together contribute to a stronger sense of personal autonomy. 
The present research 
The current study is to our knowledge the first to examine the relation between social 
inclusion and personal autonomy in the context of disadvantage. Aside from the unusual 
context, our study also addresses an important novel theoretical hypothesis. We hypothesize 
that feeling included in an intervention group leads to an increased sense of personal 
autonomy, which is harnessed and boosted when people belong to and interact with the 
group. Whereas previous research has shown that in small and interactive groups, 
individuality can serve as input for the formation of a group’s social identity (Koudenburg et 
al., 2015, Postmes, Haslam, & Swaab, 2005), the present research takes this one step further 
by studying whether inclusion in social groups can lead to an increased sense of autonomy. 
Small and interactive groups are ideally suited to study these processes because it is in such 
contexts that participants are provided with ample opportunity to develop and negotiate the 
group’s social identity (inductive identity formation; Postmes et al., 2005), and because it can 
serve as a social platform for developing, negotiating, and validating their personal identities. 
The extent to which they feel included in this group is therefore expected to predict their 
ability to develop a sense of themselves as personally autonomous individuals.”  
A further contribution of the present research is that it for the first time examines 
whether fostering autonomy can be a key factor in the group’s remedial influence on self-
efficacy. We examine this relationship in a longitudinal design, because this design allows us 
to address the predictive value of feelings of inclusion for the experience of autonomy at a 
later point in time. 
In Study 1, we used an outcome measure that is closely related to self-efficacy: Hope. 
Similar to self-efficacy, hope has been shown to facilitate positive outcomes in multiple 
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domains (e.g., mental health, coping ability; Magaletta & Oliver, 1999; Snyder, 2002). Self-
efficacy and hope are both conceptualized (and measured) as the expectancy of an outcome 
and the expected efficacy to reach this outcome. Hope is thus quite similar to self-efficacy, 
but it is also unique in a number of ways. In particular, the concepts vary in their level of 
specificity: Whereas self-efficacy relates to attaining specific situational goals, hope is more 
generally concerned with one’s overall capabilities to achieve goals, as well as to produce 
alternate routes to goals (Snyder, 2002). Assessing different, but closely related, concepts 
across studies allowed us to test whether personal autonomy would both predict more general 
and more specific efficacy beliefs. Therefore, in Study 2, we employed the Self-Efficacy 
Scale by Schwarzer and Jerusalem (1995). 
We test the hypotheses in two field studies.
1
 Study 1 was conducted at a residential 
alcohol and drug rehabilitation centre, and Study 2 included participants who took part in 
recreational group activities that were organized for members from different vulnerable 
groups in society. In both studies, we tested the complete model. Specifically, we examined 
whether social inclusion at Time 1 predicted personal autonomy at Time 2 (Hypothesis 1). 
Additionally, we hypothesized that autonomy at Time 2 would in turn predict self-
efficacy/hope at Time 2 (Hypothesis 2), after controlling for baseline levels of self-
efficacy/hope at Time 1. 
Study 1 
Method 
Participants and procedure. All participants were recruited from a residential 
alcohol and drug rehabilitation centre in Australia. Data were collected at three time points, 
and participants were offered chocolate or a soft drink in compensation for their time. The 
baseline measure (Time 0) was conducted within the first week after the participants entered 
                                                          
1
 Both studies were cleared in accordance with the ethical review processes of the University of Queensland 
and within the guidelines of the Australian National Statement on Ethical Conduct in Human Research.   
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the rehabilitation centre. Measurement 0, 1, and 2 were conducted at fortnightly intervals.  
Because it was expected that it would take some time before people in the rehabilitation 
centre would become part of a community, we were most interested in feelings of inclusion 
and autonomy at Time 1 and 2, rather than at baseline.
2
 The present paper will therefore 
concentrate on these measurements. Eighty-Eight participants completed the Time 1 
questionnaire, of which 68 participants filled out the T2 questionnaire (attrition rate of 23%). 
The final sample included 42 male and 26 female participants with ages ranging from 22 to 
63 years (M = 36.21, SD = 11.61). The majority (n = 59) were separated, divorced or had 
never been married. In addition, 78% indicated they were employed, and the mean years of 
education completed was 10.81 (SD = 1.84; General Educational Development in Australia is 
12 years). Ninety percent of the participants had been hospitalized at least once in their lives: 
The median number of hospitalizations was five, and 19% of the participants indicated that 
they were hospitalized more than ten times. In the 30 days prior to the study, twelve 
participants had spent time in jail and nine had been in either medical or psychiatric 
institutions.  
Measures. At baseline, domains of socio-demographics, relationships, medical 
health, psychiatric health, substance misuse, and legal/forensic variables were assessed with a 
semi-structured interview completing the Addiction Severity Index5 (McLellan, Cacciola, 
Alterman, Rikoon, & Carise, 2006). 
The following measures were similar across T1 and T2. First, we administered the 
psychological needs satisfaction scale (Sheldon & Bettencourt, 2002), which is divided into 
five subscales, each consisting of three items rated on 7-point scales (1 = not at all, 7 = very 
much). This scale was developed to predict well-being, and it has been validated and used 
reliably in many different settings (exercise, at work, at school) including in many clinical 
                                                          
2
 The Psychological Needs Satisfaction Scale and Hope Scale were assessed at all three time points.  
 Personal Autonomy in Group-Based Interventions 11 
 
samples (e.g., Talley, Molix, Schlegel, & Bettencourt, 2010; Dwyer, et al., 2011).  The 
subscales relevant for this study were inclusion (e.g., “How included do you feel in this 
community?”, To what extent do you feel well-integrated into this community?”, “To what 
extent do you feel a sense of belonging to the community?”, Cronbach’s α T1 =.88, T2 =.90) 
and personal autonomy (i.e., “To what extent does this community membership allow you to 
express your true self?”, “How much do you act as you want (and not as others want) as you 
do things in this community?”, and “How much to do feel that participation in this 
community is your own free choice?”, Cronbach’s α T1 =.64, T2 =.85).   
Then, we employed the 12-item Hope Scale, which has been validated among 
different samples of people in psychological treatment (Snyder et al., 1991). This scale 
measures both efficacy expectations (i.e. agency subscale: “I meet the goals that I set for 
myself”), and outcome expectations (i.e. pathway subscale: “Even when others get 
discouraged, I know I can find a way to solve the problem). Participants indicated their 
agreement with each of the items on 8-point Likert scales (1 = definitely false, 8 = definitely 
true). The correlation between subscales was .40 at T1, and .67 at T2. Because both subscales 





Providing some evidence that attrition was not systematic, analyses revealed no 
significant differences on any measure between T1 participants who continued to participate 
at T2, and T1 participants who did not complete the T2 questionnaire (all F < 1, ns).  
                                                          
3
 Both Study 1 and Study 2 were part of a larger research program and the dependent variables we report here 
were embedded in a larger questionnaire. For other papers that resulted from these programs, see Cruwys et 
al. (2014b), and Dingle et al. (2015). 
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Comparing the mean levels of hope at T1 (M = 5.35, SD = 1.06) with those at T2 (M = 5.58, 
SD = 1.41) showed a marginally significant increase over time, t(42)= 1.78, p =.08.
4
 
To test hypothesis 1, we regressed autonomy T2 (M = 5.02, SD = 1.24) on inclusion 
T1 (M = 5.65, SD = .85). As hypothesized, inclusion T1 significantly predicted feelings of 
autonomy T2, β =.53, t(65)= 4.98, p<.001.   
To test hypothesis 2, we used the guidelines for bootstrapping analysis (Hayes, 2013) 
to probe the indirect effect of inclusion T1, via autonomy T2 on hope T2. Hypothesis 2 was 
tested only including the 43 participants who completed both hope measures. Among this 
smaller sample, inclusion T1 still significantly predicted feelings of autonomy T2, β =.57, 
t(42)= 4.46, p <.001. Inclusion T1 was a marginally significant predictor of hope T2, β =.29, 
t(42)= 1.96, p =.057. This effect disappeared when autonomy T2 was added to the model, t < 
1, ns. To test the indirect effect, hope T2 was regressed upon autonomy T2, inclusion T1, and 
hope T1. As predicted, autonomy T2 significantly predicted hope T2, β  =.33, t(42)= 3.27, p 
=.002. Finally, the 95% bootstrapped confidence interval for the indirect effect of inclusion 
T1, via autonomy T2 on hope T2 did not include zero, β =.19, 95% CI[.06;.41], suggesting a 




 Study 1 shows that a sense of inclusion in a group can promote feelings of personal 
autonomy among residents of an alcohol and drug therapeutic community. Thus, rather than 
undermining personal autonomy, inclusion in groups can strengthen it. 
In addition, Study 1 provides support for the hypothesized model that autonomy is 
promoted by inclusion, which in turn leads to an increased sense of hope: the belief that one 
has the will and ways to reach goals. The data showed a significant positive indirect effect of 
                                                          
4
 Because of an error in the data collection process, only 43 participants completed both hope measures. 
5
 The reverse mediational path, estimating the effect of inclusion at T1 via hope at T2 on autonomy at T2 was 
smaller, but also reached significance: β = .10, 95% CI[.014;.260]. 
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inclusion via autonomy on participants’ levels of hope. That is, belonging to a social group 
gives people a more positive outlook on the future in terms of goal-directed energy (i.e. 
agency subscale) and enhanced planning to accomplish goals (i.e. pathway subscale). 
Study 2 
 Study 2 aimed to replicate Study 1 and examined the generalizability of the Study 1 
findings. In Study 2 we included a sample of people were engaged in joined activities, but did 
not live together. Moreover, to examine the longevity and robustness of the changes in 
autonomy and self-efficacy, our second measurement in Study 2 occurred after three months. 
Instead of the Hope-Scale used in Study 1, in Study 2, we assessed self-efficacy with the 
Self-Efficacy scale by Schwarzer and Jerusalem (1995). 
Method 
Participants and procedure. Participants were recruited at recreational activities for 
socioeconomically disadvantaged members of society, which were offered by a community 
organisation (Reclink) in Australia. Reclink describes its target population as “the most 
vulnerable and isolated people–those experiencing mental health challenges, disability, 
homelessness, substance abuse, culturally and linguistically diverse communities, 
correctional services and economic hardship” (Reclink Australia, 2015).  Participation in the 
activities is by referral from different institutions (e.g., centre for chronic mental illness, 
immigrant support services, disability services, and women’s health centre). Data were 
collected within the first few weeks after people had  joined the activities (Time 1) and three 
months later (Time 2). Participants were offered $10 compensation for their time at T1, and 
$20 at T2.  
One hundred and five participants completed the T1-questionnaire, of which 48 
completed the T2-questionnaire three months later (attrition rate of 54%). The final sample 
included 38 female and 10 male participants with ages ranging from 19 to 70 years (M = 
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45.38, SD = 13.41). The majority of participants were unemployed (79%). Participants were 
engaged in one of four activities, Futsal (i.e., indoor soccer, n = 10), yoga (n = 23), art (n = 
9), and sewing (n = 6). Activities were organised every week, with high attendance (80% of 
participants indicated attending every week).  
Measures. The measures used at T1 and T2 were identical. First, demographic 
information was assessed followed by several questions regarding physical and mental health 
including smoking status, amount and importance of physical activity, physical health 
problems and treatments, and mental health problems and treatments.  
After these measures, we administered the psychological needs satisfaction scale 
(Sheldon & Bettencourt, 2002), to measure personal autonomy (Cronbach’s α T1 =.69, T2 
=.40
6
) and inclusion in their specific groups (Cronbach’s α T1 =.96, T2 =.95). Then, 
participants completed the 10-item self-efficacy scale (Schwarzer & Jerusalem, 1995; e.g., “If 
I am in trouble, I can usually think of a solution”, Cronbach’s α T1 =.91, T2 =.92). 
Participants indicated on 7-point Likert scales to what extent the items applied to them (1 = 
not at all, 7 = completely).  
Results  
Analyses revealed no significant differences on any measure between T1 participants 
who continued to participate at T2, and T1 participants who did not complete the T2 
questionnaire (all ps >.20). Table 1 presents the descriptive statistics for the variables on T1 
and T2. Comparing the mean levels of self-efficacy at T1
7
 (M = 2.96, SD =.60) with those at 
T2 (M = 3.09, SE =.57) revealed a marginally significant increase in self-efficacy over time, 
t(46)=1.72, p =.092.  
                                                          
6
 The low Cronbach’s alpha at T2 may be due to the different character of the activities that participants were 
involved in (futsal, yoga, art, sewing). Inter-item correlations were low between items 2 and 3 (r =.07), but the 
correlations between item 1 and 2 (r =.23) , and between 1 and 3 (r =.28) were sufficient (following the 
guidelines of Clark & Watson, 1995; i.e., between .15 and .50). Thus, based on the correlations and because 
this is a validated scale (Sheldon & Bettencourt, 2002) we decided not to remove any items from the scale. 
7
 Two participants did not complete the self-efficacy scale at T1.  
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We used multilevel analysis (Mixed Model Analysis in SPSS) to correct for the 
interdependence of the data due to group membership. As predicted, inclusion T1 (M = 5.18, 
SE = 1.49) positively predicted autonomy T2 (M = 6.11, SE =.85), γ =.28, t(48)= 2.00, p 
=.05. Autonomy T2 in turn, was marginally positively associated with self-efficacy T2, when 
self-efficacy T1 and inclusion at T1 were also included in the model, γ =.24, t(46)= 1.92, p 
=.06. There was no direct relation between inclusion T1 and self-efficacy T2, t < 1, ns. 
Importantly however, unilevel bootstrapping analysis (Hayes, 2013)  revealed a significant 
indirect effect of inclusion T1 via autonomy T2 on self-efficacy T2, β =.06, SE =.04, 95% 




Study 2 thus replicates the effect of Study 1 in another vulnerable sample. We show 
that the positive effects of inclusion in groups extends beyond people admitted in a 
rehabilitation centre, to those who take part in organised group activities only once a week. 
Specifically, the experience of group inclusion during activities such as futsal, sewing, yoga, 
or art, positively predicts ones feelings of personal autonomy three months later. Moreover, 
through increased feelings of autonomy, the experience of inclusion indirectly fosters positive 
outcomes, such as self-efficacy. 
General Discussion 
The present paper examines the relationship between social inclusion and autonomy 
in two longitudinal studies among disadvantaged groups in society. Both studies show that 
social inclusion increases a sense of personal autonomy, which in turn fosters self-efficacy, 
and hope more generally. This finding suggests that rather than creating social pressure, 
group interventions can stimulate the development of personal autonomy in individuals. We 
                                                          
8
 The indirect analysis was conducted at the individual level. The reverse mediational path, estimating the 
effect of inclusion at T1 via self-efficacy at T2 on autonomy at T2 was not significant, b =.01, SE =.02, 95% CI[-
.016;.090]. 
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suggest that different processes play a role here. Inclusion in social groups can strengthen 
one’s sense of self by providing meaning to “who we are” (Jetten et al., 2008) and with that, 
strengthen the experience of one’s decisions as autonomous.  On the other hand, the group 
can serve as a social platform to strengthen members’ sense of personal autonomy. Through 
social interaction, group members may learn about the ways in which they can uniquely 
contribute to the group, stimulate their perceptions of oneself as unique and autonomous 
individuals (cf., Koudenburg et al., 2015; Koudenburg et al., in press) 
These results extend the correlational findings by Sheldon and Bettencourt (2002; 
Bettencourt & Sheldon, 2001), which show that self-based needs and socially based needs are 
positively associated. The present study provides longitudinal support for the hypothesis that 
social inclusion strengthens a sense of personal autonomy. Note however that this finding 
does not rule out the opposite causal relation in which personal autonomy strengthens social 
inclusion. It is indeed possible that those who experience personal autonomy are more likely 
to engage in behaviours that foster positive relations and group memberships (e.g., making 
contact with others, choosing who to spend time with). However, the results provide only 
limited support for this pathway
9
, leading us to prioritize our initial explanation. 
Although the data support our hypothesized model, the results should be interpreted 
with some caution. The sample sizes of both studies were small and attrition rates were high. 
Importantly though, in both studies the participants who completed the second measurement 
did not differ at baseline from those who dropped out. Although we cannot exclude the 
possibility that drop outs may have differed from the other participants on other measures, we 
are confident that at least on the variables relevant for this research, our targeted population is 
representative. Note too that our choice to examine a specific group of people, those who are 
                                                          
9
 We found (marginally) significant effects of T1 autonomy on T2 inclusion in both studies (Study 1: t(43)= 2.40, 
p=.02; Study 2: t(46)= 2.01, p=.051). However, neither of the studies revealed an indirect effect of T1 
autonomy via T2 inclusion on hope/self-efficacy (Study 1: b=.08, SE=.06, 95% CI[-.008;.226], Study 2: b=.01, 
SE=.03, 95% CI[-.026;.107]). 
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especially vulnerable to mental health problems, limits the generalizability of our results. 
However, in that way, the studies provide a unique insight in those populations that may 
benefit most from social connections, because of their increased risk for both mental health 
problems and social isolation (SANE_Australia, 2010; Shibusawa & Padgett, 2009).     
Conclusion 
People that suffer from disadvantages such as homelessness or substance addictions 
often feel disenfranchised and disempowered (e.g., Clark & Nothwehr, 1999). The present 
research shows that organizing group activities can be an effective route to empower these 
individuals. The present studies reveal that the experience of social inclusion increases 
feelings of personal autonomy among these vulnerable populations, which provides them 
with a sense of self-efficacy that is potentially an important first step to improving their 
situation.   
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Figure 1. Path model for Study 1 assessing the indirect effect of inclusion T1 via autonomy T2 on hope T2, while controlling for Hope T1. 





























Indirect effect: .19, 95% CI[.06;.41] 
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Figure 2. Path model for Study 2 assessing the indirect effect of inclusion T1 via autonomy T2 on self-efficacy T2, while controlling for self-efficacy 
T1. Standardized parameter estimates (based on n = 46) are displayed, with dashed lines indicating paths that are not statistically significant at p =.1. 




























Indirect effect: .06, 95% CI [.004;.186] 
 
